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Initial Comments

Investigation of Facility Reported Incident of April
14, 2022/IL146458

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)
300.1210d)8)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident’s comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

$ 000

$9999

AttachmentA
Statement of Licensure Violations

linofs Department of Public Health
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X8) DATE

iTATE FORM

ZVSN11

if continuation sheet 1 of 6




Hlingis Department of Public
STATEMENIT OF DEFICIENCIES
AND PLAN OF CORRECTION

Health

PRINTED: 07/06/2022
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

116005649

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

Cc

NAMEOF PROVIDER OR SUPPLIER
MACOMB POST ACUTE CARE CENTER

MACOMB,

IL 61455

STREET ADDRESS, CITY, STATE, ZIP CODE
8 DOCTORS LANE

05/03/2022

(X4)I0
PREFKX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5]
(EACH CORRECTIVE ACTION SHOULD BE e

COMPLETE
DATE
DEFICIENCY)

S99

Continued From page 1

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents'
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personne! shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements were not met as evidenced
by:

Based on observation, interview, and record
review the facility failed to implement a fall
intervention (mattress with raised sides) for one
of three residents (R1) reviewed for falls with
injuries in the sample of three. This failure
resulted in R1 rolling out of bed onto the floor
sustaining a painful baseball sized hematoma
(collection of blood outside of the blood
vessels/injury to the wall of a blood vessel) to the
upper left breast, skin tears to the left elbow and
left knee, and extensive bruising to the left side of
the head, left side of the chin, area below the
breasts, and both upper legs which required
hospitalization. :

Findings include:

The facility's Fall Reduction Policy dated 11-5-19
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